coverage existed; although survivor-sibling differences were not seen in rates of coverage, survivors had higher out-ofpocket expenses, despite lower household incomes. Childhood survivors reported satisfaction with their insurance coverage despite high costs, which reflects the sentiment gleaned from qualitative work 5 suggesting that childhood survivors may not be selective about their coverage characteristics and cost. In a related finding, more survivors reported not filling a prescription due to financial concerns, despite survivors more frequently reporting that "most" prescription medications were covered by their plan. Uninsured survivors had increased worry about costs that translated into skipping or postponing medical tests or clinic visits. In addition, uninsured survivors reported paying less out-of-pocket compared with insured survivors. This suggests that uninsured survivors likely are avoiding needed health care 5 ; indeed, approximately half did not have a primary care provider and forewent treatment for a medical problem.
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The generalizability of these findings may be limited, albeit the participant sample is reflective of the overall CCSS population. These data are a benchmark for future research assessing the effects of the rollout of ACA provisions and potential changes in insurance policy. 6 This work should explore whether coverage increases survivors' access to services yet increases uncovered service costs and explore whether health insurance premiums and cost-sharing increase, which could widen the out-of pocket cost disparities found. Childhood survivors should be counseled on available programs and services to facilitate obtaining affordable coverage and utilize needed health care. 
Association of Racial Differences With End-of-Life Care Quality in the United States
Prior studies have identified racial disparities in multiple areas of end-of-life care, including symptom management, communication, and clinical outcome. 1 Recent efforts to improve palliative care and hospice services may help reduce these disparities. 2, 3 We investigated whether racial differences in the quality of end-of-life care persist in the United States.
Methods | We analyzed survey data collected from 2011 to 2015 for the National Health and Aging Trends Study (NHATS). That study provides longitudinal data on functioning in late life using a prospective national cohort of Medicare enrollees 65 years or older, with oversampling of age and black race. 4 Participants self-reported their race in a baseline survey by answering the question "What race do you consider yourself to be: white, black or African American, American Indian, Alaska native, Asian, native Hawaiian, Pacific islander, or something else?" A proxy respondent, usually a family member, completed an interview regarding the decedent's last month of life, responding to questions describing the participant's end-of-life experience. Respondent perceptions of the quality of the end-of-life care were assessed using validated items from a National Quality Forum quality measure that incorporated the following domains: pain and symptom management, decision making, emotional support, and an overall quality rating. 5 The protocol for collecting data from NHATS was approved by the Johns Hopkins Bloomberg School of Public Health Institutional Review Board. This study was deemed exempt from needing approval and informed patient consent by the Brown University Institutional Review Board. We used proportions to examine racial differences in respondent perceptions of each quality measure followed by multivariate logistic regression analyses using survey sampling weights with StataCorp 2015 software (Stata Statistical Software Release 14; StataCorp LP). Analyses were limited to surveys completed by bereaved family members or close friends. A 2-sided α level less than .05 was considered statistically significant.
Results | Of 1726 interviews, 1106 were completed by a family member or close friend of a white (825) or black (281) decedent. Sample characteristics are provided in Table 1 . Whereas home was the modal site of death for black and white individuals, black patients were more likely than white patients to die in the hospital and specifically in the intensive care unit. Fewer black than white decedents used hospice services in the last month of life. Respondents for white decedents were more likely than those for black decedents to report that the person was not always treated with respect (16.8% vs 11.3%, P = .02) ( Table 2 ). There were no significant differences between black and white decedents for the other quality measures nor were there differences by round of data collection. Approximately 1 of 5 respondents for both black and white decedents reported that family members were not always kept informed. Fewer respondents for black than white decedents reported that care decisions were either inconsistent with the patient's preferences (10.4% vs 13.7%) or with insufficient input from the decedent or family (8.2% vs 10.1%). Despite overall ratings of quality of care not differing significantly between black and white individuals, fewer than half of respondents for both black and white decedents (47.7% and 49.4%, respectively) reported that the decedent had received excellent end-of-life care. Although subgroup analyses are not shown in Table 2 , our findings for patients who died in the hospital were similar. In addition, among patients who used hospice in the last month of life, there were no significant racial differences in care quality.
Discussion | Using 2011-2015 NHATS data, we found no significant racial differences in various aspects of the quality of endof-life care in the United States. We also found, however, that respondents reported many deficiencies in the quality of endof-life care for both black and white decedents, including unmet symptom needs, problems with communication, and suboptimal decision making. By excluding people living in residential care settings who had surveys completed by staff members or nonfamilial guardians, our results may have failed to capture racial differences in the quality of end-of-life care for those individuals. Nevertheless, that overall care quality was rated good, fair, or poor (rather than very good or excellent) for approximately 1 of 5 included decedents adds to previously reported concerns that the quality of end-of-life care may be worsening for older people in general 6 and suggests that improvements are needed for all patients in the United States. 
